CASE DESCRIPTION {#sec1-1}
================

A 53-years-old Iraqi immigrant with longstanding ulcer history complained of severe epigastric pain. He denied current medical treatment and previous surgery. Acute phase reactants were mildly elevated. Plain radiographs excluded free perforation.

Persistent symptoms prompted urgent computed tomography (CT). Minimal biliary dilatation was identified, with normal gallbladder, intrahepatic ductal air \[[Figure 1a](#F1){ref-type="fig"}\], adhesion between the ventral pancreatic head and posterior proximal duodenum \[[Figure 1b](#F1){ref-type="fig"}\], thin fluid-like track suggesting choledocho-duodenal fistula (CDF) \[[Figure 1c](#F1){ref-type="fig"}\].

![Urgent abdominal CT. Unenhanced images detect peripheral intrahepatic pneumobilia (arrowhead in a), overdistended stomach, and focal adhesion between posterior wall of the proximal duodenum and ventral aspect of the pancreatic head (thick arrow in b). After intravenous contrast administration, detailed oblique-reformatted image (c) shows thin fluid-like communication consistent with choledocho-duodenal fistula (arrow). No abnormalities were detected in the gallbladder. Three days later, during acute pancreatitis repeat CT (d) detects appearance of peripancreatic effusion, confirms fluid-containing fistulous track between the posterior duodenal bulb and the distal common bile duct (thin arrow)](JETS-6-146-g001){#F1}

Endoscopy revealed chronic peptic duodenal bulb deformation without active ulcers and fistulous orifices. After unsuccessful endoscopic retrograde cholangiopancreatography (ERCP), clinical conditions worsened with acute pancreatitis. Repeat CT detected peripancreatic fluid, increasing pneumobilia, persistent CDF \[[Figure 1d](#F1){ref-type="fig"}\]. Symptoms resolved during 4-months antiulcer therapy.

DISCUSSION {#sec1-2}
==========

Spontaneous pneumobilia suggests bilioenteric communication, most usually cholelithiasis-related gallbladder perforation into normal duodenum. Conversely, the uncommon (3.5-10% of cases) CDF results from bulb ulcer penetrating the choledochus.\[[@ref1]--[@ref5]\]

Reflecting distribution of peptic disease, CDF manifests with pain, malaise or hematemesis in middle-aged men; jaundice or cholangitis are exceptional.\[[@ref2][@ref3]\] Historically, duodenal deformity and biliary opacification during gastrointestinal barium studies identified CDF.\[[@ref1][@ref5]\]

Currently, CT detects minimal pneumobilia and differentiates portal venous gas. Additional findings indicating CDF include normal gallbladder, posterior bulb adhesion to ventral pancreas. Conversely, gallbladder mural thickening and intraluminal air shift the diagnosis toward cholecysto-duodenal fistulization. Often impossible because of duodenal narrowing, endoscopy and ERCP may sometimes demonstrate CDF.\[[@ref3][@ref4]\]

Antiulcer therapy usually allows clinical improvement and fistula closure. Surgery should be reserved for poorly controlled symptoms, hemorrhage or biliary obstruction.\[[@ref3][@ref5]\]
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